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Introduction
Early postoperative respiratory complications (PRC) are associated with significant cost and mortality implications for patients. [1, 2] Postoperative episodic hypoxemia is understudied in surgical patients, but may have significant value in predicting the risk of early postoperative respiratory complications (PRC). In non-surgical patients, episodic desaturation is associated with a significant increase in major complications. Severe hypoxemia is associated with higher risk of ventricular arrhythmia in patients with obstructive sleep apnea (OSA). [3, 4] Episodic hypoxemia is associated with worse outcomes following acute medical emergencies such as myocardial infarction. Sudden death associated with OSA occurs predominantly during sleep, and is associated with more severe nocturnal desaturation and apnea severity. [5, 6] The relationship between hypoxemia and respiratory morbidity in postoperative period is perhaps best studied in patients with OSA. Chung et al showed that more subtle desaturation episodes associated with breathing abnormalities were more frequent on the first night after surgery but progressively worsened 3-5 days postoperatively, a finding that has been described over the last two decades. [7] [8] [9] [10] In contrast, the risk of unanticipated early postoperative respiratory failure is greatest in the first 24 hours after surgery. [1, [11] [12] [13] Perhaps more interestingly, the incidence of significant desaturation in the post-anesthesia care unit (PACU) is significantly greater (16.9-43 .8%) than the frequency of early PRC (0.2-3.8%). [14, 1] Possibly related to this signal-to-noise ratio, the use of continuous pulse oximetry has been questioned in the past. [15, 16] Indeed, the role of early postoperative desaturation in predicting greater risk of PRC has not been explored using a large database with adequate adjustment of other risk factors of interest. This is partly because perioperative measures of significant desaturation are poorly defined and evaluated, despite the fact that they carry significant clinical and legal implications. Most measures relate to single occurrences of threshold desaturation, without dimensions of duration or frequency. More accurate composite measures such as area-under-the-threshold that include both duration and severity are clinically cumbersome. Additional challenges of using retrospective SpO 2 data in highly monitored environments are that they tend to be addressed either by patient arousals secondary to alarm noise, or by nurse intervention. These interventions range from stimulating the patient to increasing the inspired oxygen fraction. So, it was anticipated that the majority of SpO2 values GvLvuYaGBYEAkTRwsLjPgoQ5-H06s&m= 18Ru5iQ-Witr7rGOONJBKCeLiph3MJ2a40i1iNywX Rg&s=k03Zm-6-6eICd1GCZhuFljMTU1 JNEaOivnzJY5vUbDs&e=. Interested researchers may access extracts of data used for this study through this mechanism. The website has details on contact information and steps to access such data.
(>95%) in the PACU would fall in the normal range. At the outset of this study, we assumed that patients manifest PACU desaturation and are managed in one or more ways, necessitating evaluation of more than one measure of desaturation. We sought to derive population thresholds that described dimensions of depth, duration, and clinical response to PACU desaturation from a large database of postoperative patients.
The economic implications of postoperative episodic hypoxemia are also unclear, as they too are largely under-studied. This study aims to address this knowledge gap by describing the association between oxygen desaturation measures and early PRC in a cohort of inpatient post-operative patients. Additionally, we also set out to evaluate the impact of desaturation events on resource utilization measured as charge data and length of stay.
Materials and methods
This study was performed on the anesthesia information management system database at the University of Michigan, using a retrospective observational design. Data between January 1 st 2007 and June 2 nd 2014 relating to patient comorbidity, anesthesia techniques, surgical procedure and early postoperative pulse oximetry monitoring of adult patients (18 years and older) were extracted for the study. Institutional Review Board (IRB# HUM00095480) approved the study with a waiver of need for patient consent. Data sources for the study included Centricity Anesthesia Information Management System (GE Healthcare, Waukesha, USA) and the local multicenter perioperative outcome group data as described in several previous studies. [17] [18] [19] [20] All data were evaluated for completeness, and text entries were manually coded using a de-identified interface provided by the multicenter perioperative outcome group system. [20] Patient population
Study exclusions were as follows: preoperative documentation of existing airway (i.e., endotracheal tube or tracheostomy in situ), preoperative ventilator dependence, postoperative direct ICU admission bypassing PACU care, pediatric age group (age younger than 18 years), and lack of PACU record.
Study exposures
The primary exposure in the study was postoperative desaturation. In the PACU database, SpO 2 data samples are captured at every minute during the PACU stay. The validated measures of oxygen desaturation, as seen with the definition of apnea-hypopnea index, are described for higher frequency SpO 2 data. For instance, scoring of respiratory events in OSA typically uses SpO 2 data sampled at one second. [21] Perioperative measures of significant desaturation are poorly defined and evaluated, with significant clinical and legal implications. Most measures relate to single occurrences of threshold desaturation, without dimensions of duration or frequency. [22] Additional challenges of using retrospective SpO 2 data in highly monitored environments are that they tend to be addressed either by patient arousals secondary to alarm noise, or by nurse intervention. These interventions range from stimulating the patient to increasing the inspired oxygen fraction. [23] So, it was anticipated that the majority of SpO 2 values (>95%) would fall in the normal range. In order to maximize the discriminative ability of a threshold measure, we examined the central tendency measures and spread of SpO 2 data. Accordingly, we developed metrics for describing early postoperative desaturation across the dimensions of duration, central tendency and nadir levels of desaturation along with the requirement for supplemental oxygen. We planned to evaluate these measures in multiple sensitivity analyses and identify the best measure for outcome prediction. All study patients had a minimum of 120 minutes of SpO 2 data in PACU extracted for analysis. SpO 2 data were censored at the first 120 minutes in patients who stayed for longer durations. Central tendency measure. The median SpO 2 value for each sliding window (5 minute window, q1-minute) was first calculated. On a per patient basis, the median of all sliding window medians was defined as the median SpO 2 value in PACU. All median data were transformed into a dichotomous measure of central tendency of desaturation by determining the population spread of these data, and identifying the 10 th centile of desaturation medians, since lower median values likely signify greater respiratory risk. For this dataset, the median SpO 2 threshold was defined as <94% using this methodology. Duration of desaturation. The cumulative time in minutes below median SpO 2 , expressed as number of minutes per hour of PACU SpO 2 monitoring was calculated. All duration data were transformed into a dichotomous measure of duration of desaturation by determining the population spread of these data, and identifying the 90 th centile of desaturation duration, since longer desaturation periods likely signify greater respiratory risk. For this dataset, the desaturation duration threshold was defined as the cumulative time !18 minutes per hour of SpO2 <94% using this methodology. Nadir desaturation measure. The minimum SpO 2 in PACU was chosen as the lowest value either documented as a manual entry by PACU nurse during room air exposure for five minutes or captured during all continuous monitoring periods starting from the first recording of SpO 2 through to PACU discharge. All nadir desaturation data were transformed into a dichotomous measure of nadir desaturation by determining the population spread of these data, and identifying the 10 th centile of each patient's desaturation nadirs, since lower nadir values likely signify greater respiratory risk. For this dataset, the nadir SpO 2 threshold was derived as <89% using this methodology. Duration of oxygen therapy in PACU. As PACU nurses were expected to treat desaturation with patient arousal and supplemental oxygen therapy, we assumed that longer oxygen exposure times were at least in part, indicative of ongoing desaturation issues needing this intervention. This variable was derived as the fraction of PACU time that the patient had documented oxygen therapy. The derived fraction was converted into an ordinal variable with <25%, 25-49%, 50-74% and 75-100% forming the categories that describe longer oxygen requirements in PACU. For this dataset, these durations were derived as <30 min, 31-60 min, 61-90 min and >90 min using this methodology.
Study outcomes
The primary health outcome of interest for this study was early PRC defined as postoperative reintubation or intubation of a previously non-intubated patient within the first three days after anesthesia end. [1] As described previously, the study outcome was identified through multiple sources: clinical documentation AIMS system by anesthesia or nursing staff, free text search for "intubation" within the intraoperative and PACU charts, safety event reporting of emergent intubation, documentation of laryngoscopy after tracheal extubation in the operating room or PACU, and documentation of postoperative intubation using preexisting procedure notes.
The secondary outcome of this study was resource utilization as measured by total charges of inpatient care, total charges of care on day of surgery, respiratory therapy charges, presurgical charges, pure surgical charges, and hospital-length-of-stay. This analysis was intended to describe healthcare resource use and costs of post-operative oxygen desaturation due to any underlying cause.
Statistical analysis
Descriptive statistics were generated for all continuous (mean, median, interquartile range, min, max) and categorical (percentage of each response) variables. Where relevant, the extent of missing data was determined. If a variable has more than 5% of values missing, it was evaluated for exclusion. Univariate descriptive statistics were individually performed on variables of interest to determine associations with early PRC. Patient level variables included alcohol intake, smoking, preoperative opioid or benzodiazepine intake, preoperative steroid use, myocardial infarction, congestive heart failure, chronic obstructive pulmonary disease, preoperative pneumonia, pulmonary hypertension, liver disease, renal disease, neurological conditions, seizures, coma, cancer, sepsis, American Society of Anesthesiologists physical status and admission type (outpatient, admission on the day of surgery or inpatient). Intraoperative anesthesia interventions evaluated were anesthesia technique (regional analgesia, general anesthesia or combined), anesthetic agents (propofol infusion, volatile anesthesia, volatile with propofol infusion), general anesthetic exposure (population quartiles of the time duration of estimated minimum alveolar concentration [MAC] above 1.0), [24] number of packed red blood cell units and fresh frozen plasma units transfused, intraoperative opioid agents used, number of intraoperative opioids used, dose of intraoperative opioids (population quartiles of intraoperative morphine equivalent dose normalized for ideal body weight and anesthesia time), use of naloxone, and aminoglycoside administration. We used a composite approach to isolate the NMBA exposures of interest. We first limited the number of NMBAs of interest to three drugs: vecuronium, cistracurium and rocuronium in order to account for the fact that these agents are predominantly used in current state. Next, we normalized the NMBA dose by adjusting for ideal body weight, and anesthesia time. We identified the population distribution of each of these intraoperative NMBA dose per kg per minute and converted them into a binary concepts of high dose (equal to or greater than 75th centile) for each NMBA separately. For this dataset, these were defined as a dose greater than in mg per kg body weight per hour 0.115 mg.kg .hr -1 of rocuronium. The relationship between NMBA exposures and outcomes was evaluated by inclusion of these independent categorical variables in the logistic regression models: NMBA used (none, cisatracurium, rocuronium or vecuronium), use of high dose of NMBA, use of neostigmine reversal and use of neuromuscular monitoring. During the study period, sugammadex was not used clinically in the institution. The surgical complexity score was derived using a previously established technique from the primary CPT code. [25, 26] This approach computes a continuous score using a logistic regression model to predict the study primary outcome. The continuous surgical complexity score was converted to a dichotomous variable as higher risk (!75 th centile score) or lower risk (<75 th centile score), to simplify surgical risk exposure. All patient and operative characteristics were compared using the Student t test or Mann-Whitney U test for continuous variables and the Pearson chi-square test for categorical variables.
Validation of desaturation measures. In order to understand the impact of various definitions of the desaturation measures, we developed multivariate logistic regression models to determine the relationship between each measure of desaturation and PRC, after adjusting for previously described risk factors for the study outcome or identified to have univariate associations with the outcome. Desaturation categories were considered the primary independent variable in each model. Desaturation measures independently associated with early PRC (p <0.05) were identified as primary exposure variables for the primary study outcome models.
Interaction between surgical service and early postoperative desaturation. The influence of surgical risk on the relationship between desaturation measures and early PRC was first evaluated by examining an interaction model with a 2x2 matrix. If there was evidence of significant interaction, subsequent analyses were stratified by higher and lower surgical risk strata.
Logistic regression model. Each of the preoperative, and intraoperative characteristics indicated above were evaluated as independent risk factor variables. We evaluated the assumption of linearity of logits for each ordinal or continuous exposure or covariate by plotting the logits and examining the incremental ORs to determine the need for ordinal or indicator variable coding. Variables with a linear relationship with the outcome were used as ordinal categorical variables, whereas variables were coded as indicator variables when the assumption of linearity was not met. Once the form of the variable was finalized, each variable was initially included in the multivariate model. To determine if a variable should remain in the final multivariate model, we applied a change in estimate criteria. Starting with the fully specified model, the covariate with the largest Wald p-value was removed. When the change in estimate as judged by ln[ORfull/ORfull-1] was >10%, the covariate was retained as a potential risk factor. When the change in estimate was <10%, the covariate was removed from the model. To arrive at a parsimonious set of characteristics in the final multivariate model, the assessment continued until the first variable was reached that produced a change in estimate of >10%. Study estimates were presented as Adjusted Odds Ratios (AOR) and 95% confidence intervals (CI). Missing data frequencies were examined for presence of >5% missingness. In this eventuality, we planned to perform unadjusted 2x2 analyses to compare the PRC rates between patients with missing and complete data.
Model diagnostics. Model discrimination was examined by the c-statistic. Model diagnostics were performed to test model stability and multicollinearity. Variables with variance inflation factors of greater than 10 were considered suspect, and thus evaluated for removal from the model. Additionally, the Hosmer-Lemeshow test and condition indices were evaluated. A condition index threshold of 30 was imposed, in the eventuality of which we planned Pearson correlation matrices to identify specific pairs of correlated variables. The goodness-offit of the models was evaluated using the omnibus tests of model coefficients. If there was poor fit, we planned to perform internal model validation using Somers Dxy optimism estimates on the bootstrapped data.
Secondary outcomes. We developed a propensity score model to estimate incremental resource use and costs of post-operative oxygen desaturation. A logistic regression equation was constructed to describe predictors of post-operative oxygen desaturation for use in assembling propensity score matched cohorts of patients with, and without, post-operative oxygen desaturation. Matching from within the non-oxygen desaturated group was conducted without replacement using an algorithm of one-to-one nearest neighbor matching. Variables in the regression equation included patient age, sex, weight, major co-morbidities, ASA physical status, smoking status, surgical procedure, NMBA use, opioid use and any other variables which may differ between patients with, and without, post-operative oxygen desaturation. Variables pertaining only to the post-PACU phase of a patient's care were not included in the regression equation to avoid over-controlling for factors which may be an outcome rather than a determinant of oxygen desaturation. Endpoints like hospital length of stay, ICU cost and total inpatient cost can be highly dependent on the type of procedure performed. To strengthen the ability of the propensity score approach to generate appropriate matches so as to isolate true differences in these outcomes in association with post-operative oxygen desaturation, we excluded uncommon procedures (e.g., those with fewer than 50 surgeries available in the dataset). We evaluated the ability of the model to accept the specific surgical procedure as a variable in the regression equation. This was achieved by introducing the CPT codes for specific surgical sites using Raval's technique. [26] This step was done to overcome a major limitation of prior studies, which only control for high-level procedural category with the potential for a lot of residual unexplained variation. Once propensity score matching was achieved, we performed a test of the strength of the matching by comparing values for variables which would not be expected to differ in a well-matched cohort. These would include the average charges for the surgical procedure itself excluding any post-operative care. Once match balance was achieved, secondary outcomes were compared between the matched groups for continuous outcomes using the Student t test or Mann-Whitney U test. Statistical analysis was performed using PASW 1 version 20 (SPSS Inc., Chicago, IL).
Results
After study exclusions, 125,740 patients were included in the univariate analyses (Fig 1) . Of these, 351 patients (0.3%) developed early PRC. Measures of significant desaturation were seen in 10.7-22% of patients in the study (Table 1 ; nadir desaturation values < 89% in 14.3% of patients; median SpO2 <94% in 14.5%; duration >18 min of SpO 2 <94% in 10.7%; and 21% of each increasing oxygen treatment quartile). All desaturation measures were more frequently observed among patients who developed early PRC. Univariate unadjusted analysis revealed significant differences in the distribution of study variables across the outcome and control groups ( Table 1 ). The following conditions were more frequent among patients who developed PRC: higher PSAP score categories, chronic obstructive pulmonary disease, liver disease, renal disease, congestive heart failure, neurological conditions, steroid use, pneumonia, pulmonary hypertension, sepsis, higher ASA physical status and admission status. There were significant differences in most of the intraoperative anesthesia interventions, with the exception of high dose NMBA, number of fresh frozen plasma units, morphine, and hydromorphone usage. Secondary outcomes. A good match balance was unable to be achieved with the nadir desaturation variable. In order to identify which quartile of duration of oxygen therapy in PACU should serve as the threshold for matching cohorts, we examined the raw relationship between oxygen therapy duration quartiles and overall charges, The biggest step increase in median charges was noted between the first and next higher quartiles ($10873, $12054, $12678, and $13203 across lowest to highest quartiles of duration of oxygen therapy in PACU). Therefore, we successfully attempted to match balance on the lowest quartile of oxygen treatment duration, since this variable is also independently associated with the study outcome. Table 5 describes the distribution of pre-match and post-match cohorts.
Impact of desaturation measures
Post-match diagnostics revealed that resource utilization as measured by length of stay, day of surgery charges, surgery charges, respiratory charges and total charges were significantly higher in the lowest quartile of oxygen treatment duration group. Patients in the matched exposure cohort had higher odds of developing early PRC [odds ratio 2.5; 95% CI 1.3, 5.0; p = 0.007], and needing invasive or non-invasive ventilatory support [odds ratio 5.0; 95% CI 3.3, 5.0; p<0.001] ( Table 6 ). Table 7 describes total charges across the four PACU oxygen therapy quartiles in both unmatched and matched cohorts.
Discussion
Early postoperative desaturation as measured by the nadir desaturation <89% or longer duration of oxygen requirement in PACU is independently associated with increased risk of early PRC and resource utilization. Surgical procedure risk modestly influences this relationship.
Expert guidelines suggest using early postoperative desaturation as a trigger for identifying patients at higher risk of postoperative respiratory complications, but there are limited data to support this until this study. [27] The early postoperative period captures the most intense clinical interaction between patients and healthcare providers, especially in PACU, where nursing ratios are at least 1:2, and often 1:1. Traditional desaturation measures in sleep medicine are Estimates are from a logistic regression model exploring the interaction between nadir desaturation and surgical risk.
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Resource and clinical implications of early postoperative desaturation based on short (10 seconds or more) episodes of relative changes in SpO 2 . This has very little resemblance to the way SpO 2 monitoring is used postoperatively. Pulse oximetry devices typically average the signal once every 6-8 seconds, and threshold alarms are set anywhere between 80-90% depending on the unit or institution. In contrast, the research database captures a sampled SpO 2 value every minute. It is possible that nadir desaturation values for individual patients are transiently lower at times when the data are not recorded in the database. Despite this apparent shortcoming, we were able to demonstrate a clear data distinction between duration of desaturation below median PACU SpO 2 levels and nadir desaturation. Our intent with these measures was to separate patients into distinct risk groups based on each measure, since we believe that each desaturation measure represents a certain phenotype of patient. Patients who have nadir desaturation data below the 10% centile for population spread of nadir desaturation values in PACU may be considered as those who are presenting more Resource and clinical implications of early postoperative desaturation severe episodic desaturation events, when compared with other patients above the 10 th centile of nadir desaturation in this study. The population threshold value for nadir desaturation was 89% which incidentally is considered by sleep medicine experts and the CMS as the threshold saturation that defines the need for oxygen therapy. Thus, we consider that this nadir saturation value has reasonable clinical relevance. This study also highlights the importance of measuring the duration of oxygen therapy as an independent risk factor for developing PRC. Indeed patients who require oxygen therapy for !75% of PACU time (or greater 90 min) than appear to be at greater risk of developing early PRC than nadir desaturation. This fact may be explained by the fact that oxygen therapy tends to ameliorate but not abolish the occurrence of desaturation. [14, 28] This may also reflect a masking of ongoing hypoventilation during oxygen therapy. [29] It is therefore interesting that we have identified longer oxygen therapy requirements in PACU as an independent risk factor for step-wise increaser in odds of early PRC. The reduction of desaturations that one expects to see with oxygen therapy does not seem to alter the underlying risk state, further supporting our research strategy to classify patients based on duration of oxygen therapy in PACU.
Up to 50% of postoperative patients demonstrate episodic hypoxemia in the absence of oxygen therapy. [14] In our study, 14% of patients had a threshold nadir desaturation event, while 26% of patients had oxygen requirements for over 75% of their PACU time. One of the major causes for postoperative desaturation is OSA, with over 24% of middle aged males 9% of Variables dropped by the model included PSAP risk, COPD, liver disease, congestive heart failure, neurological disease, steroid treatment, pneumonia, pulmonary hypertension, sepsis, ASA status, reversal use, PCA use, naloxone use, number of opioids, morphine equivalent dose, TOF use,number of PRBCs, and NMB administered.
https://doi.org/10.1371/journal.pone.0175408.t004
Resource and clinical implications of early postoperative desaturation middle aged women having the condition. [30] This study was focused on the immediate postoperative period, since this is when we collect the most frequent oximetry data in our database. The frequency of data sampling in our study is at every 1 min, making any comparison with polysomnographic data impossible, since the data are sampled at least every second for defining AHI. OSA is associated with increase in the number and severity of desaturation episodes-this is the diagnostic definition of the disease condition. These episodes may last for any duration over 10 seconds, but the majority of such events are self-terminated before a minute. This means that postoperative desaturation may occur in patients with OSA, but sampling at 1 minute (as we and other researchers in this area have done) may miss the majority of such events. The adverse influence of OSA on morbidity has been investigated for the last decade. [8, [31] [32] [33] [34] [35] [36] Increasing severity of sleep disordered breathing is associated with increased risk of complications after surgery. [37] This may indeed explain the association of increased early PRC seen with longer PACU oxygen requirement in the propensity matched analyses. This outcome association occurred despite the fact that suspected OSA as screened by the PSAP score was well balanced across the matched groups. This may suggest that postoperative desaturation is an additional screening test for patients with OSA that are missed by the screening test. Indeed, preoperative episodic hypoxemia is predictive of both presence of OSA [38] and the occurrence of postoperative hypoxemia. [39] Alternatively postoperative desaturation may indicate the development of postoperative pulmonary complications that required additional respiratory therapy through invasive or non-invasive ventilation as we observed in our study. In this study, several anesthesia variables were evaluated as independent risk factors. The data reflect anesthetic choices made by clinicians in a large diverse department. The use of certain drugs may reflect knowledge of greater risk of adverse event and so may be at risk for indication bias. It was beyond our scope of a single manuscript to evaluate the interaction between each of these interventions and the occurrence of PACU desaturation or PRC. We have introduced these interventions into the logistic regression models as a way to adjust for the relationship between PACU desaturation and PRC. Anesthesia technique, duration of exposure to anesthesia, patient controlled analgesia, naloxone usage, neostigmine reversal and use of high dose rocuronium were all associated with the occurrence of early PRC. Longer anesthesia times but not duration of exposure of general anesthesia MAC levels >1 were associated with early PRC. This finding is likely reflective of longer surgical procedures conferring the risk, rather than the anesthetic agents themselves. Indeed the strongly protective relationship between anesthetic agent exposure and early PRC suggests that we are measuring a clinical bias towards lower general anesthesia MAC in sicker patients at greater risk of the study outcome. The surprising increase in odds of early PRC with reversal use is most likely a reflection of use of NMBAs themselves, since >97% of patients who received NMBAs also received reversal. There may be alternative explanations for this occurrence through inappropriate reversal management. [40] The increased resource utilization in patients with longer oxygen therapy requirement in PACU likely reflects the increase in occurrence of PRC requiring invasive and non-invasive ventilatory support, especially on the day of surgery, since this appears to account for the most significant difference between the matched groups. It is also important to note that the increased charges were not driven only by outliers, but were observed to uniformly rise along with increasing durations of oxygen therapy. It is now well established that oxygen therapy in the postoperative period significantly reduces abnormal desaturation episodes seen with sleep disordered breathing. [41] This finding may partially explain the lack of relationship between desaturation measures and STOP-Bang scores or opioid type in other studies. [42, 43] The association of oxygen therapy with increased resource utilization and PRC suggests that such treatment improves oxygenation but does not alter the underlying risk of the patient for adverse outcome.
One of the significant challenges in this study was how best to handle oximetry data. To the best of our knowledge, there is no established standard of describing postoperative oximetry data sampled at 1 minute. Indeed our study is the first to describe a clinically relevant relationship between two of the measures we describe and PRC/resource utilization. Khanna et al have shown that the use of integrated area under the curve of saturation of 90% per h using median quantile regression is one way of describing both dimensions of severity and duration of desaturation, when all postoperative data are taken as a whole. [42, 43] We did describe this concept in a simpler fashion by presenting both the central tendency measure (median of medians) and duration of desaturation below the median threshold of 94%. Tarassenko and colleagues have previously shown in multiple studies that it is feasible to convert continuous physiological data (5 vital signs including oximetry) into threshold variables for the purposes of creating clinically meaningful early warning systems. [44, 45] Similar to Tarassenko, we chose to convert continuous SpO 2 data into categorical variables by defining thresholds of population spread to describe a generalizable method that may be adapted into clinical practice without need for advanced statistical processes. Based on the population distribution of PACU oximetry data from patients included in this study, we described individual measures of central tendency and severity of desaturation. Tarassenko's group proposed the use of 3SD (0.3rd and 99.7th centile) as the population threshold, which is reasonable when analyzing 96 hours of data to determine abnormal values. We had a maximum of 120 minutes (data points) of SpO 2 data per patient to develop our measures, and so chose less stringent thresholds of 10th centile (for capturing lower limit of desaturation measures) or 90th centile (for capturing upper limit of duration). Interestingly, they identified a median SpO2 of 94% from their data, similar to our study.
There exists the possibility of bias from misclassification of both our primary health outcome and variables of interest in our study. In order to minimize misclassification bias, objective measures were used to define the outcome and covariates whenever possible. Specifically, for SpO 2 data, we employed a 60% lower limit for two reasons: pulse oximetry is not validated below this cut-off value and sensor dislodgement artifacts are more likely to occur when lower values are displayed. We defined respiratory failure as the need for reintubation in the early postoperative period. Since we have a variable process of determining eligibility for non-invasive ventilation (OSA patient bringing their home device for usual application vs. patient in respiratory failure trialing noninvasive ventilation), we chose a more conservative end-point of significant PRC needing tracheal intubation in order to ensure that the outcome is standardized across all included patients. Retrospective studies may also be prone to selection bias, because the outcome has already occurred and risk factors are known before study inclusion. This could lead to selective grouping to maximize study findings. We have used the PSAP score as a way to adjust for OSA-risk phenotype. This approach has inherent selection bias since there is an implicit acceptance of the diagnostic error with screening tools such as PSAP or STOP-Bang. The alternate approach of using only formally diagnosed OSA patients, would wrongly miss at least 50% of patients with the condition, introducing a different selection bias into the study. The propensity matched analyses was performed to limit confounding from many such factors. In this case, the observational dataset has many inherent limitations. Because of the nature of retrospective studies, there exists a lack of randomization and subsequent biases are introduced into the observational design. Furthermore, in this particular study, there may be issues related to misclassification of both the exposure variable and confounders. The study may not be generalizable to other hospitals or postoperative patient care locations. The PACU reflects an environment where nurse-patient ratios are amongst the highest in the hospital. It is also the place where nurses frequently intervene with respect to opioid analgesia therapy. It is our assumption that this environment imparts a bias to the data, because such nursing presence would limit desaturation episodes. The influence of inspired oxygen concentration on outcomes could not be evaluated in this study, since such data are not part of the research or clinical database. Our approach to the occurrence of ongoing requirement for oxygen was to consider it reflective of a certain risk state: either one where the patient is demonstrating ongoing desaturation or one where the nurse is concerned about potential for future desaturation during PACU or post-PACU care. Finally, the binary categorization of surgical risk is unusual. Our intent was to ensure that we evaluated the desaturation measures across different surgical risk, without making the study overtly complicated.
Despite these limitations, our study provides a framework for using retrospective SpO 2 data in an AIMS database to enrich risk assessment methods. We also identified the occurrence of nadir desaturation <89% and longer oxygen requirements in PACU as potential phenotypic markers that may be modifiable. There are resource implications with the occurrence of PACU desaturation, justifying the need for further research to differentiate whether this is an intermediate outcome in the continuum of early PRC and if the outcome can be modified by reducing PACU desaturation risk. 
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